Study objective-The aim was to analyse the relationship between partial gastrectomy and gastric cancer risk.
disorders. Less than 3% of cases or controls refused to be interviewed.
Measurements and main resultsRelative risks (RR) and the corresponding 95% confidence intervals (CI) were determined, adjusted for age and sex plus area of residence, education, and smoking when specified. Within 20 years after gastrectomy, the relative risk of gastric cancer was not significantly raised (RR= 1-2, 95% CI 0-5-2-8), but a positive association emerged after longer time intervals. The RR was 1-6 (95% CI 0-7-4-1) after 20 to 29 years, and 3 5 (95% CI 1P3-10 0) after 30 years or more. These results were consistent in the two sexes and in the subsequent age groups, and not materially influenced by allowance for a number of identified potential confounding factors using multivariate analysis.
Conclusions To provide further quantitative information on the issue, we consider in this article data on gastrectomy from a large case-control study conducted in northern Italy.
Methods
The data were derived from an ongoing casecontrol study of stomach cancer, based on a network including major teaching and general hospitals in the greater Milan area. The general design of the study has This gradual increase in gastric cancer risk with increasing time since partial gastrectomy has been seen equally in both sexes and in all different age groups and has been explained in terms of postoperative gastric hypoacidity,"l 12 leading to bacterial overgrowth and possibly production of carcinogens. Some researchers have also found increased levels of N-nitroso compounds" 12 but the possibility remains that other similarities in aetiological correlates of gastric ulcer and gastric cancer account for the increased risk. '3 14 Unfortunately, in the present study it has not been possible to collect detailed information on the type of gastric resection performed. Caygill et al reported that patients treated with the Bilroth II operation were at higher risk than those treated with Bilroth I and explained this in terms of a carcinogenic effect of bile reflux, which is greater in Bilroth II than in Bilroth I. In other studies, however, no difference was detected according to type of operation.5 6 The case-control design may be inadequate to quantify the risk after gastric ulcer, since subjects with positive history for this condition tend to be at increased gastric cancer risk, independently from gastrectomy. Nonetheless, it is worth noting that the patterns of risk after gastric or duodenal ulcers were not formally heterogeneous.
Although some possibility of recall or selection bias cannot be excluded with such a design, cases and controls came from comparable catchment areas and all digestive tract diagnoses or other conditions potentially related to known or suspected gastric cancer risk factors were explicitly excluded from the comparison group. Furthermore the choice of hospital controls is probably optimal in relation to reliability and comparability of information on diseases and interventions that occurred in the distant past. In 
